
DDD-1436AFORPF (5-07) ARIZONA DEPARTMENT OF ECONOMIC SECURITY 
Division of Developmental Disabilities (DDD) 

ALTCS Behavioral Health Services 

 

 

Qualified Behavioral Healthcare Professional (QBHP) / Primary Behavioral Health Professional (PBHP) 
CONSULT AND REVIEW OF BEHAVIORAL HEALTH SERVICES 

Print or type 
To: 
NAME OF QBHP or PBHP FAX NO. (Include area code) DATE FAXED 

                  
From: 
DDD SUPPORT COORDINATOR’S NAME PHONE NO. (Include area code) FAX NO. (Include area code) 

                  
DDD SUPPORT COORDINATOR’S ADDRESS (No., Street, City, State, ZIP) 

      
INDIVIDUAL’S NAME (Last, First, M.I.) DATE OF BIRTH AHCCCS ID. NO. 

                  
REGIONAL BEHAVIORAL HEALTH AUTHORITY (RBHA) PROVIDER’S NAME PHONE NO. (Include area code) 

            
TO BE COMPLETED BY DDD SUPPORT COORDINATOR: Narrative status regarding housing, medical stability, psychosocial stressors, 
progress etc., since last QBHP / PBHP review.  List specific concerns that need attention for QBHP / PBHP such as regression, unmet needs, 
symptoms and/or side effects from medications, etc. 
      

DDD SUPPORT COORDINATOR’S NAME DDD SUPPORT COORDINATOR’S SIGNATURE DATE 

             
TO BE COMPLETED BY QBHP / PBHP:  
COMPLETED FORM DUE TO DDD SUPPORT COORDINATOR BY COMPLETED FORM SENT TO DDD SUPPORT COORDINATOR 

Date:       Date:        Fax  Mail 
List of medications:  

Medication Purpose Dosage 
                  

                  

                  

                  

LIST AND NOTE FREQUENCY OF CURRENT BEHAVIORAL HEALTH SERVICES 
      

SUMMARY OF FAMILY MEMBERS/CAREGIVERS FEEDBACK REGARDING THE MEMBER 
      

CLINICAL IMPRESSIONS AND RECOMMENDATIONS FOR ONGOING TREATMENT (Attach clinical documentation since last review) 
      

RESULTS OF LAB WORK, AIMS TESTING, ETC.  (AIMS - 0)  DATE 
      

       
QBHP / PBHP’S NAME QBHP / PBHP’S SIGNATURE (Credentials) DATE 

             
FOLLOW UP SECTION: To be completed by DDD Support Coordinator 
SECOND ATTEMPT  THIRD ATTEMPT  

Date:        Fax  Mail Date:        Fax  Mail 
COPY OF COMPLETED FORM SENT TO PCP BY DDD SUPPORT COORDINATOR  

 Date:        Fax  Mail 
 



Equal Opportunity Employer/Program • Under Titles VI and VII of the Civil Rights Act of 1964, and the Americans with Disabilities 
Act of 1990 (ADA), Section 504 of the Rehabilitation Act of 1973, and the Age Discrimination Act of 1975, the Department prohibits 
discrimination in admissions, programs, services, activities, or employment based on race, color, religion, sex, national origin, age, 
and disability. The Department must make a reasonable accommodation to allow a person with a disability to take part in a program, 
service or activity.  For example, this means if necessary, the Department must provide sign language interpreters for people who are 
deaf, a wheelchair accessible location, or enlarged print materials.  It also means that the Department will take any other reasonable 
action that allows you to take part in and understand a program or activity, including making reasonable changes to an activity.  If you 
believe that you will not be able to understand or take part in a program or activity because of your disability, please let us know of 
your disability needs in advance if at all possible. To request this document in alternative format or for further information about this 
policy, contact the Division of Developmental Disabilities ADA Coordinator at (602) 542-6825; TTY/TDD Services: 7-1-1. 
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